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Early Lessons From Accountable Care Models In The Private Sector: Partnerships Between Health Plans And Providers ABSTRACT New health care delivery and payment models in the private sector are being shaped by active collaboration between health insurance plans and providers. We examine key characteristics of several of these private accountable care models, including their overall efforts to improve the quality, efficiency, and accountability of care; their criteria for selecting providers; the payment methods and performance measures they are using; and the technical assistance they are supplying to participating providers. Our findings show that not all providers are equally ready to enter into these arrangements with health plans and therefore flexibility in design of these arrangements is critical. These findings also hold lessons for the emerging public accountable care models, such as the Medicare Shared Savings Program-underscoring providers' need for comprehensive and timely data and analytic reports; payment tailored to providers' readiness for these contracts; and measurement of quality across multiple years and care settings. P rovisions of the Affordable Care Act of 2010, including the Medicare Shared Savings Program and programs that will be implemented by the Centers for Medicare and Medicaid Services (CMS) and the Center for Medicare and Medicaid Innovation, have the potential to bring public payment to bear on health system transformation. In recent years the private sector also has begun to develop a variety of models to transform payment and care. Among prominent examples are the BrookingsDartmouth accountable care organization pilots, 1 as well as collaboratives among insurers and providers, such as an accountable care organization pilot program under development in Vermont. [2] [3] [4] Because these models are new, much of the existing literature on the shared-savings or accountable care models either is theoretical 5, 6 or focuses on a single health plan's program. 7, 8 Other studies have focused on the provider perspective. 9 To add to the evolving knowledge base, we report here on findings from a study of accountable care models that have been implemented by a number of health plans.
The purpose of this study was to examine the key elements of this model that are emerging among private payers; to characterize these elements, including similarities and differences; and to identify specific considerations for policy makers and other interested parties. Based on our findings, we identify specific issues that need to be considered in future iterations of these models.
We believe that our analysis will be useful for other providers and health plans that are exploring accountable care arrangements. We also believe that it may help policy makers as they refine accountable care experiments in the public sector-for example, in development of the Final Rule for the Medicare Shared Savings Program and other programs.
Study Data And Methods
Study Sample Using publicly available data and preliminary interviews with health plans that are members of America's Health Insurance Plans, we identified twenty-two health plans with approximately thirty accountable care arrangements that were in place or in development. From these we selected eight health plans for further study.
Specifically, we focused on a mix of national and large regional organizations across diverse geographic areas; on a range of benefit designs to which the arrangements were applied (that is, fully insured versus self-insured); and on arrangements that had the ability to participate and provide information to the study team within the project's schedule. Although some of the health plans in our study also participate in the Brookings-Dartmouth pilots, we focused on other accountable care arrangements that these plans had forged outside the pilots.
Accountable care models developed by Aetna, Anthem/WellPoint, Blue Shield of California, Blue Cross Blue Shield of Illinois, Blue Cross Blue Shield of Minnesota, CIGNA, HealthPartners, and Horizon Blue Cross Blue Shield were the subject of our study. Together these plans represented two-thirds of the thirty identified accountable care model arrangements.
Survey Methods We used structured telephone interviews with health plan medical directors and program operations staff and an interview guide to address accountable care model program goals, criteria for provider selection, performance metrics, payment methods, technical assistance, and any lessons or challenges.
Study Limitations Our study provides insights into the characteristics of several leading accountable care model arrangements. However, our results might not be generalizable across the health plan industry because our focus was only on eight plans that were members of America's Health Insurance Plans. Because the scope of this study was limited to health plans, our findings also do not reflect the views and experiences of providers participating in the accountable care model arrangements.
Our findings relate to characteristics of accountable care models during a defined period of time. The attributes of the models we describe are likely to change, because these models are constantly evolving to meet the needs of providers and patients.
Study Findings
Scope Of Programs The scope of the accountable care models varied among the health plans interviewed. Some plans were implementing these arrangements with specific employer accounts (with fewer than 100,000 members), while others were working with their providers in multiple geographic areas that included most of their commercial populations.
Participating provider organizations included large health systems or large multispecialty groups and were located in the West, Midwest, and Northeast US regions. These organizations varied in size (as measured by number of physicians) from 100 (in a physician practice) to 10,000 physicians (in a large health system). In most of the models we examined, the participating providers that contracted with the health plans represented legal entities. In one health plan, participants in the accountable care model arrangements came together "virtually" and established a governing board. Specifically, the organizations involved established a board that is responsible for program oversight, strategy, contracting, and funding decisions-all without any one organization "owning" the accountable care organization.
Factors Influencing Design Across all of the health plans interviewed, the key focus of new accountable care models was the three-part aim identified in the National Quality Strategy: better care, healthy people and communities, and affordable care. 10 Plans emphasized the need to improve quality and patient safety and to reduce unnecessary practice variation and costs. Instead of focusing contract negotiations solely on setting payment rates, health plans and providers are turning to the use of incentives and structured longer-term arrangements to improve quality and reduce costs.
Such arrangements were viewed as going beyond existing initiatives such as patient-centered medical homes. Although patient-centered medical homes are designed to provide coordinated care with a focus on primary care and chronic disease, analysts have raised questions about their ability to achieve patient-centered, coordinated care for primary and specialty care across all care settings.
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Provider Selection Providers' ability to be successful in these new accountable care arrangements will depend on their capacity to organize their delivery of care to achieve performance and accountability requirements. Health plan representatives interviewed in this study agreed that an assessment of this capacity is needed to ensure that providers are ready to enter into these arrangements. Also, providers must be able to implement the types of changes within their organizations required to ensure sustainable care delivery in the long term.
The health plans that we studied used specific criteria, either formally through an application process or informally, to evaluate a provider's readiness to enter into accountable care arrangements. The use of specific criteria is similar to the approach used by other collaboratives such as the Premier Accountable Care Implementation Collaborative. 2, 6 Although there is some overlap in the criteria-for example, leadership and investments in health information technology-our study provides additional insights into what payers look for in assessing provider readiness. 12 Exhibit 1 summarizes the key set of criteria that health plans use to assess the eligibility of the provider organizations for accountable care model arrangements.
One of the areas emphasized in existing provider-focused studies is shifting incentives within an organization to align individual providers' behavior with the overall goals of the organization. 12 Typically, health plans do not assess compensation structures for individual physicians in the participating provider organizations. However, one health plan looked for commitments from provider organizations that individual physicians within those organizations would be rewarded in a manner consistent with the compensation arrangement between the health plan and the provider organizations. That is, the provider organization would agree that over time, the payments and reimbursements to its individual physicians would reflect the payment and incentive structure for the organization as a whole.
Role Of Patients Although much of the debate on accountable care arrangements has focused on the role of providers in helping achieve the three-part aim, there is also growing recognition of the patient's role in attaining better health and reducing cost. Coupled with this recognition, there has been increased discussion of the types of incentives that might be used to buttress patients' roles. 13 To gain a better understanding of patient incentives offered within the context of such arrangements, we asked health plans to list characteristics of the member population covered, as well as any specific incentives or changes to benefit design that were instituted as part of these models.
The patient populations "covered" under these accountable care arrangements are primarily commercial members in either fully insured or self-funded accounts. In six of the eight health plans, patients were enrolled in plans with openaccess benefit designs such as preferred provider organizations. For the other two health plans in the study, the "covered" population were members associated with specific employer accounts, because implementation of these arrangements was based on employers' specific requests.
In general, the choice of which health plan benefit designs these arrangements would "cover" was determined by several factors: the need to improve quality and reduce costs in open-access benefit designs where patients have wide choice of providers; extending the quality and cost gains in health maintenance organization models to preferred provider organizations; Willingness to participate in performance-based reimbursement models and ability to accept financial risk for a specified portion of costs associated with a defined patient population and ascertaining which benefit designs constituted the majority of a health plan's membership. Most of the health plans in the study reported that they did not change their benefit designs or offer patient incentives specific to accountable care model arrangements. Because these arrangements were mostly being implemented in preferred provider organizations, plans voiced concern about the challenge of coordinating care for patients who receive care from providers who are not part of the accountable care arrangement. However, a few plans had incorporated benefit designs or incentives tailored to these arrangements to help address this issue.
We identified three distinct patient-focused incentives or benefit design approaches under the accountable care arrangements, each implemented by different health plans.
▸▸REDUCED PREMIUMS: One type of patient incentive involved a reduction in health insurance premiums (derived from reductions in the cost of care) for members who receive care from providers taking part in these arrangements. Such an approach allows the health plan to translate cost savings into reduced premiums while simultaneously providing access to highquality care.
▸▸STAND-ALONE PRODUCT: Another approach involved the implementation of a stand-alone "accountable care product" offered as an option together with a health plan's traditional benefit design offerings. The key features of such a product are lower premiums, because care under this product is coordinated and better managed; a narrower network of providers; and typically richer member benefits, such as lower copayments or coinsurance. Such a product offering was viewed as a way to distinguish a health plan from its competitors and help attract new members.
▸▸TIERED NETWORKS: An alternative to these two approaches was building tiered networks with differential member copayments around providers in accountable care arrangements that perform better than the market average on quality and cost. Such an approach allows more widespread application of accountable care arrangements to open-access benefit designs while simultaneously promoting patients' choice of high-quality providers. The approach was also viewed as helping address issues of patients' going to providers outside these arrangements, who may be far less likely to be focused on the objectives of the three-part aim.
▸▸OTHER APPROACHES: Health plans that had not incorporated changes to benefit design or incentives specific to their accountable care models instead relied on existing programs that are offered to all members. These included differential cost sharing for using high-quality, efficient providers, and value-based benefit design, which reduces cost sharing for services that have strong evidence of clinical benefit. The plans offered varying reasons for not changing their benefit designs, such as the need to focus first on changing provider payment incentives to allow arrangements to be implemented in a timesensitive manner and to ensure that patients continued to have choice of providers and did not feel "locked in."
In addition, health plans reported the need to focus efforts on reengineering care delivery in a manner that would ultimately result in improved patient outcomes and experience. Even in the absence of specific incentives, plans reported that patients who received care from providers under these arrangements would benefit from extended office hours; improved care management services, especially for chronic conditions; improved transitions among settings of care; and a patient-centered medical home component.
Patient Attribution One of the key elements of accountable care model arrangements involves determining for which specific groups of patients a participating provider will be held accountable. The assignment of responsibility for patients' quality, cost, and experience of care to specific providers is called attribution. This assignment of responsibility is an important issue, especially when patients can freely choose providers, as is the case with preferred provider organization benefit designs.
In developing rules for attribution, a number of criteria need to be considered. These have been discussed elsewhere in the context of provider performance measurement and reporting.
14 Given that providers under these models are accountable for a defined population, additional criteria play a role in attribution. These include the need for ongoing reconciliation of
The attribution of patients to providers is an important issue, especially when patients can freely choose providers.
the attributed patient lists to account for movement of patients among providers.
Methods used to attribute patients to providers varied depending on the type of accountable care model arrangement. In an arrangement that involves an accountable care product, patients are assigned to providers based on enrollment in the product. Given that most patients were enrolled in preferred provider organizations, health plans used rules and data to attribute patients to providers.
▸▸SITE OF MOST FREQUENT VISITS: Attribution to an accountable care organization was typically based on where the patients receive most of their primary care, for example, as determined by counts of visits to specific providers for services. Once the patient is attributed to a provider organization, the patient retains the ability to receive care from providers outside the accountable care arrangements, and the provider to whom the patient is attributed is still accountable for the quality and total cost of that patient's care.
▸▸TIMING: A key element in attribution specific to accountable care arrangements is the timing of attribution and when providers are made aware of the patients for whom they are accountable. This timing determines whether the attribution is prospective or retrospective.
Prospective attribution uses historical claims data prior to the performance period and attributes patients to providers at the beginning of a performance period. In this approach, the providers have prospective knowledge of the patients for whom they are accountable.
Conversely, under retrospective attribution, claims data from the performance period are used to assign patients to providers at the end of the performance period. A critical aspect of retrospective attribution is sharing the methodology and formula for attribution with providers in advance.
The use of prospective versus retrospective attribution varied among the health plans interviewed. Health plans that used the prospective approach cited the importance of providers' knowing in advance the patients they are accountable for, because such information could help providers better address quality and cost issues and the continuum of needed care. To account for movement of patients as a result of geographic relocation, death, or disenrollment from a health plan, the list of patients attributed to a participating provider organization was reconciled regularly, such as every six to twelve months.
In addition, one health plan using the prospective attribution approach also tracked performance for all of its patients (attributed and nonattributed) who received care at the participating provider organization, to ensure that the nonattributed patients received the same level of care that the attributed patients received.
For those health plans using a retrospective attribution methodology, providers were not aware of their attributed patient population until the end of the performance period. Health plans that used this methodology claimed that retrospective attribution allowed providers to focus on fundamental changes to their care delivery processes so that all patients received the same level of care.
Performance Measurement And Targets Performance measurement in the context of accountable care models includes two components. The first is the selection and implementation of measures, and the second relates to the establishment of quality and cost targets for the participating providers. Variations in the use of measures across accountable care arrangements or regions were driven by the specific needs of the relevant patient population, variations in quality benchmarks, and alignment with existing initiatives either within the health plan or at the community level.
▸▸SELECTION OF MEASURES: Measure selection was typically driven by commonly used criteria, such as the existence of a robust evidence base for the measure; whether or not the measure had been endorsed by the National Quality Forum or by specialty societies; use of the measure in other ongoing incentive programs; or whether use of the measure would help ensure a focus on the needs of the specific patient populations, such as management of patients with advanced illnesses. Exhibit 2 provides a sample list of measures that are currently in use.
Measures that are in use span what some analysts have classified as "beginning, intermediate, and advanced accountability." 15 Health plans strived to achieve some consistency in measurement through the use of a core set of measures. However, we also observed variation in the use of specific measures across accountable care arrangements or across geographic regions.
Plans used different approaches to achieving consistency in measurement. For example, two plans used quality measures that are being publicly reported by their respective regional collaborative based on data from multiple payers. These measures focused on high-priority conditions such as diabetes, cardiovascular care, and depression. They include both clinical process as well as measures of intermediate outcomes such as hemoglobin A1c control. Such an approach can help advance consistency in measurement and reinforce incentives across payers. Another approach to achieving such consistency was working to align existing measures with those set forth in proposed regulations for the Medicare Shared Savings Program.
Additional areas for measurement beyond the core set of measures were identified through discussions with provider groups or based on analysis of data. Examples include a focus on quality of care for advanced illness and reductions in avoidable hospitalizations and emergency department visits.
▸▸QUALITY AND COST TARGETS: The health plans reported working collaboratively with their providers to establish quality and cost targets for the performance period. Both quality and cost targets were based on the historical experience of a provider group over a specified period of time and were trended forward. Baseline costs were adjusted using general inflation or comparisons of a participating provider group's cost to the average of the provider network, or to trends in the local market. The use of peer groups for comparison has been well established as an approach to ensure providers' buy-in and reduce unwarranted variation. 16 It is also important in establishing targets. The use of local-market trends to adjust for costs was also seen as a way to correct for factors that were potentially outside providers' control.
The arrangements are flexible regarding targets and include rewards for both attainment of specific performance thresholds and improvement from past performance. Plans observed that using improvement alone to reward providers might not encourage participation by provider groups that are already top performers, and therefore many agreed that it was important to provide incentives for attainment of high standards of performance. Payment Methods All of the models we studied involved changes to payment methods and represented a movement away from fee-forservice in varying degrees. Health plans recognized that traditional pay-for-performance incentives had been shown to be insufficient 17 and that transformation of the delivery system required changes to payment.
▸▸BUILD ON EXISTING MODEL: Although such movement away from fee-for-service was a core component of changes to payment, methods such as global payment were not immediately implemented. Rather, health plans sought to build on their existing reimbursement model, which was either fee-for-service or a combination of fee-for-service for hospitals and capitation for physicians.
Such an approach was born of the recognition that before global payment is instituted, providers need to gain greater experience with being accountable for a population and must be more able and willing to assume financial risk for the total cost of care. Some health plans also mentioned that their initial priority was a focus on care redesign without the complexity of making major payment changes at the same time. Exhibit 3 shows the specific payment elements that were incorporated into the various payment models adopted by health plans. Plans combined these different elements and also reported using different gradations of these various elements in their arrangements based on providers' readiness. For example, one payment model incorporated fee-for-service, traditional pay-for-performance incentives, plus a care management fee. The actual payment levels for each of these elements vary according to the negotiations with the provider organizations. In this approach, the care management fee could be reduced if performance targets were not met.
▸▸COMBINE APPROACHES: Another approach involved combining the traditional concepts of fee-for-service and pay-for-performance incentives in a novel way. In this approach, each of these elements was considered to be separate and independent-a practice common in the pay-for-performance movement. Differential weights were assigned to the fee-for-service base rate, incentives for quality, and incentives for cost. Over the duration of the arrangement, the increments to the fee-for-service payment were to become smaller. Higher reimbursement would then be tied increasingly to achievement of quality and cost targets.
Another key feature of this model was that although providers could earn incentives for achieving cost targets, the structure of payment was such that earning only the cost-based incentive would not lead to sustainable reimbursement over time. This approach allowed the evolution of payment from guaranteed dollars to earned dollars based on performance and accountability in later years of the contract.
▸▸INCORPORATE SHARED-RISK ELEMENTS: We also observed variations in how shared-risk elements were incorporated into payment. In one approach, providers were at risk for expenditures that exceeded the agreed-upon target. The second approach was akin to a profit-and-loss model, in which the health plan, physicians, and hospitals were at risk for every expenditure category and the level of risk was calibrated to the level of control. This type of arrangement was viewed as being particularly effective at promoting collaboration, aligning incentives, and promoting joint accountability.
Health plans that did not incorporate sharedrisk elements cited similar barriers to adoption, including lack of provider readiness and requirements in certain states for providers to have a license before they could accept risk. However, they all planned to incorporate shared risk in the near future.
Technical Assistance Technical assistance to providers has been identified as one of the key requirements to their success in accountable care arrangements. 15 Different types of assistance may be needed at different stages of implementation. Initially, provider organizations may require assistance to identify and develop capabilities needed to enter into accountable care arrangements. Organizations that are already participating in such arrangements, on the other hand, may require assistance with effectively managing the care of their patients to achieve performance targets.
Implementation assistance is being provided through existing learning networks such as the Brookings-Dartmouth or Premier learning collaboratives. However, providers need ongoing help with transforming their care delivery and effectively managing the health of their patient
Exhibit 3
Key Payment Elements In Accountable Care Models
Payment element
Description and use
Incentives
Three of eight plans reported using incentives tied to quality and cost targets within their accountable care arrangements; in one instance, incentive was in the form of a withhold if cost targets were not met
Care management fee Two of eight plans incorporated per member per month care management fee; fee was dependent on providers' achieving specific quality and cost targets Shared savings/risk A majority of plans incorporated shared-savings elements into their payment models; providers received a share of savings if actual expenditures for the attributed population were lower than the cost targets, contingent upon quality targets' being met; about half of plans incorporated a shared-risk element where providers share in the losses if actual total care expenditures for the attributed population exceeded agreed-upon cost target populations. Such management requires access to timely, detailed data that can be acted upon; case or disease management services; and tools for care improvement. Exhibit 4 summarizes the types of assistance provided by the health plans, mapped to the core functions of the providers. It provides an overview of the range of services that provider organizations required, even, in some cases, when they were large health systems. These types of services will be even more critical as smaller provider groups participate in such arrangements.
Participating provider organizations receive varying levels of technical assistance based on their specific needs and capabilities. For example, some of the participating provider groups have historically performed medical management of their patients and therefore may require only data and analytic reports from health plans. Even with provision of data and reports, specific considerations that need to be taken into account include ensuring that reports can be acted upon and do not consist merely of "dumping data"; determining the frequency of reporting, which may vary based on type of report; balancing provision of timely and comprehensive information with pitfalls of information overload; and helping provider groups understand and interpret the data and identify opportunities for improvement.
Discussion
As noted, several provisions of the Affordable Care Act seek to promote accountable care. More recently, CMS released the Proposed Rule for the Medicare Shared Savings Program and announced additional accountable care initiatives through the Center for Medicare and Medicaid Innovation. Our study identified several important lessons that can inform how the rule is developed. In this section we discuss suggested changes to the Medicare Shared Savings Program and other important issues based on findings from our study.
Medicare Shared Savings Program A comparison of the common elements from the private-sector programs with the Medicare Shared Savings Program Proposed Rule shows some similarities but also notable differences. These include the extent of data sharing and availability, the level of technical assistance needed, performance standards, exclusivity of primary care providers, and the opportunity for beneficiaries to "opt out" of having their health data shared within the accountable care organization for population health activities. In finalizing the rule for the Medicare Shared Savings Program, CMS should consider the following changes.
Sharing Data And Reports Although the Proposed Rule specified certain data elements, these appear inadequate for effective population management, based on the breadth and depth of 18 It can increase participation in Medicare's program. Flexibility could be incorporated through provision of higher rewards to providers in risk arrangements as well as elimination of minimum savings rates for high performers.
Another key aspect of flexibility pertains to the level of technical assistance needed. The ability to calibrate such assistance based on providers' readiness will be important to maximize participation and to scale these arrangements.
Need for Cohesive Strategy Our analysis of the Medicare Shared Savings Program in the context of other federal incentive and valuebased purchasing programs revealed several discrepancies. For example, there are key differences between the shared-savings plan and Medicare's Hospital Value-Based Purchasing program. We argue that establishing a cohesive strategy across all federal incentive programs, with aligned requirements for excellence, will be essential to achieving the three-part aim.
Discrepancies that should be rectified are as follows: differences in minimum attainment levels (thirtieth percentile for shared savings versus the median for value-based purchasing); rewards for both measure attainment and improvement under value-based purchasing, compared with measure attainment only in the Shared Savings Program; different measurement domains and weighting of these domains; and higher standards of performance under value-based purchasing than under shared savings.
Role Of The Patient Given the broad choice of providers available to beneficiaries, mechanisms need to be built into the Medicare Shared Savings Program to ensure beneficiaries' accountability. One of the concerns expressed during our interviews, the issue of patients' seeking care outside the participating provider organizations, has been recognized and discussed elsewhere.
Health plans are addressing this issue at a minimum through differential copays and incentives for selecting high-value providers, development of new accountable care products, and value-based benefit design. In designing its program, CMS needs to consider incentives or other mechanisms through which beneficiaries can be engaged in the process of saving money and improving care.
Longitudinal Measurement As the health care system transitions to models of care that are predicated on accountability over longer time frames, the focus of measurement also needs to evolve from assessing discrete shortterm clinical processes of care to an emphasis on patient-centered longitudinal outcomes across time and care settings.
For example, quality measurement in diabetes usually tends to focus on process-of-care measures such as hemoglobin A1c testing and, in some instances, on intermediate outcomes such as hemoglobin A1c control. As providers become accountable for patients' health status over longer time horizons, quality performance in diabetes should be measured using intermediate and longer-term outcomes that include not only hemoglobin A1c control but also on avoidable complications.
Approaches to assessing multidimensional patient outcomes in a hospital setting have been proposed elsewhere. These approaches could be adapted to models currently under discussion. 19 
Conclusion
The eight health plans and their models described in this article represent a subset of the efforts under way in the private sector. Preliminary data collected by the study team shows important levels of private-sector activity in testing alternative care delivery and payment model designs.
The ability to scale up these models and enable diffusion of best practices requires strong evi-CMS needs to consider incentives through which beneficiaries can be engaged in saving money and improving care.
dence of the models' effectiveness. Some of the health plans in this study reported approximately 10 percent improvements in quality, a 15 percent decrease in readmissions and total patient days in a hospital, as well as annual savings of $336 per patient. Formal evaluation studies will, however, be needed to ascertain the effectiveness of these models and, more important, to identify causal relationships between specific model elements and improvements in quality and efficiency. ▪ NOTES
